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The purpose of this study was to determine and understand the predicting factors of a health-promoting
lifestyle (HPL) in Southeast Asian women in Taiwan. One hundred and five Southeast Asian women in
Tainan were recruited. Face-to-face interviews with structured questionnaires were used for data collection.
The findings showed that, among the six dimensions of HPL, subjects scored highest in self-actualization
and lowest in health responsibility. Subjects who could read and write Chinese had a more positive HPL;
stepwise regression analysis revealed that the ability to read Chinese could explain 26.2% of the total
variance of HPL in Southeast Asian women. The results of this study can help health care professionals
understand the HPL and to design appropriate health-promoting educational programs to improve the
well-being and overall quality of life of Southeast Asian women in Taiwan.
Key Words: Southeast Asian women, perceived health, health-promoting lifestyle
(Kaohsiung J Med Sci 2005;21:114–20)
Received: September 20, 2004 Accepted: January 10, 2005
Address correspondence and reprint requests to: Professor Hsiu-
Hung Wang, College of Nursing, Kaohsiung Medical University, 100
Shih-Chuan 1st Road, Kaohsiung 807, Taiwan.
E-mail: hhwang@kmu.edu.tw
© 2005 Elsevier. All rights reserved.
Health promotion has become a popular issue in the fields
of medicine, public health, and nursing [1,2]. As a result of
the “Health for All” appeal by the World Health Organi-
zation, many countries have adjusted their medical health
care systems to include health promotion in addition to
treating disease. Such countries have cited health promo-
tion as an important issue [3]. Health promotion was also
suggested as an important way to reach the goal of the
“Healthy People 2010” program [4]. Travis pointed out that
a health-promoting lifestyle (HPL) should include factors
such as self-responsibility, diet, physical perception, and
stress management [5]. Walker et al defined HPL as multi-
dimensional and spontaneous behaviors and the perception
of an individual regarding maintaining or improving health
quality, self-actualization, and self-satisfaction. It consists
of self-actualization, health responsibility, exercise, nutri-
tion, interpersonal support, and stress management [6].
Easom stressed that health promotion should go beyond
disease prevention [7]. Tapp and Goldental suggested that
a healthy lifestyle should include both disease prevention
and health promotion [8]. Previous studies have reported
that the factors affecting health-promoting behaviors include
age, race, education, socioeconomic status, region, perceived
health, self-esteem, and cultural adaptation [9–11]. Lifestyles
can also influence health and well-being [1]. An HPL may
decrease the possibility of premature death and the risk of
disease [12] and, thereby, improve overall health [13]. Under
pressure from the rising cost of National Health Insurance
in Taiwan, health promotion must become the government’s
policy to reduce medical costs in the near future [14].
According to Taiwan’s National Statistics, of the 68,159
foreign female spouses who obtained valid permits before
the end of June 2003, 64,671 (94.88%) came from Southeast
Asia; they were primarily from Vietnam (42,731, 62.7%) and
Indonesia (10,426, 15.3%) [15]. It is estimated that the number
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of Southeast Asian spouses of Taiwanese males will con-
tinue to grow. The rapid increase in the number of foreign
brides has greatly transformed Taiwan’s social and demo-
graphic structures. As a result of diverse cultures influ-
encing Taiwanese society, health care professionals will
have to provide culturally sensitive and appropriate health
care to people of various nationalities.
The transnational marriage presents unique pres-
sures resulting from changes in social relationships, per-
sonal roles, language, values, and attitudes. These changes
may negatively influence an individual’s health [16]. Pre-
vious studies found that poor adaptation to stress, lower
socioeconomic status, and a language barrier were all
health-influencing factors for immigrant women [16–18].
Literature indicates that most Southeast Asian women
spouses in Taiwan are disadvantaged minorities with lower
socioeconomic status and a lower level of education than
the general population in Taiwan [19]. Southeast Asian
women in Taiwan suffer from both immigration and trans-
national marriage-related pressures. In addition, the
lower education and socioeconomic status of some of these
women have made health issues even more diverse and
complicated. Studies have found that stress related to lan-
guage barriers, socioeconomic status, and difficulties in
adapting to a new environment are all health-influencing
factors, both physiologically and psychologically, for immi-
grant women. One such study reported that Thai women
who immigrated to the US did not consider themselves to
be susceptible to disease and, therefore, rarely engaged
in health-promoting and disease preventative behaviors
[20]. Similarly, research found that Southeast Asian women
who immigrated to the UK did not consider themselves to
be at risk for breast cancer and, therefore, did not perform
breast self-examinations [21]. As Southeast Asian women
in Taiwan typically belong to disadvantaged groups and
most intend to have children for the traditional purpose of
continuing the family bloodline [22], an HPL is not only
important for their own health but will also influence the
health of their children, spouses, and families.
At present, research regarding health issues of Southeast
Asian women in Taiwan is limited, but a previous study has
shown that the development of culturally sensitive health-
promoting programs is beneficial for health promotion
[23], especially for immigrant women without access to the
local health care system. This study explored the HPL of
Southeast Asian women in Taiwan and its predicting factors.
Ideally, health care providers will be able to use it as a guide
in designing suitable health-promoting educational pro-
grams at the community level.
MATERIALS AND METHODS
Subjects
With the approval of the Department of Health in Tainan,
the names of 124 subjects were randomly selected from 520
Southeast Asian women in transnational marriages living
in Tainan. Nineteen subjects were rejected because they
refused to participate in the study or they could not
communicate verbally in Chinese or Taiwanese.
Instruments
A demographic inventory was used to gather data on
nationality, age, education, socioeconomic status, length of
stay in Taiwan, number of children, and Chinese language
ability. Socioeconomic status was measured using Lin’s
revision of Hollingshed’s two-factor socioeconomic status
measure (which is the sum of the occupational index
multiplied by 7 and the educational index multiplied by 4);
five levels of socioeconomic status were used, with the
highest level representing the highest socioeconomic status
[24]. A score ranging from 52–55 corresponds to Level I,
41–51 to Level II, 30–40 to Level III, 19–29 to Level IV, and
11–18 to Level V.
Perceived health was measured with a three-item self-
evaluation questionnaire about present general health,
general health compared with 1 year ago, and general
health compared to others of the same age. Each question
was scored from 1 (poor) to 3 (good), with a total score
ranging from 3 to 9. A higher total score correlated to a
greater perception of health. Five experts, one each from
the fields of nursing, health education, public health,
psychology, and medical sociology, evaluated the ques-
tionnaire items and agreed that they measured per-
ceived health and were appropriate for women in Taiwan.
Alpha coefficients of 0.81 [25], 0.84 [26], and a 2-week test–
retest reliability coefficient of 0.88 [27] supported the
instrument’s reliability. The alpha coefficient reliability and
2-week test–retest reliability coefficients were 0.85 and 0.88
in the present study.
The Chinese version of the Health Promoting Lifestyle
Profile (HPLP) [27], modified from Walker et al [6], was
used to measure HPL. This 40-item scale analyzes six areas,
including self-actualization, health responsibility, inter-
personal support, exercise, stress management, and nutri-
tion. Items were rated on a 4-point Likert scale, ranging
from 0 (never) to 3 (always). Possible total scores ranged
from 0 to 120, with a higher score indicating a more positive
HPL. Five experts from the fields of psychiatry, gastro-
intestinal medicine, and nursing evaluated the HPL items.
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They agreed that the items measured health promotion.
Chen et al also documented acceptable concurrent and con-
struct validities [27]. Alpha coefficient reliability of the
original scale was 0.92; alpha coefficients of the subscales
ranged from 0.69 to 0.84 [27]. Alpha coefficient and 2-week
test–retest reliabilities were 0.83 and 0.78, respectively, in
the present study.
Procedure
Interviews were conducted with structured questionnaires
in subjects’ homes. Researchers contacted subjects to explain
the purpose of the study and to ask them if they were
willing to participate. The women were informed that they
had the right to terminate their participation at any time
and that any information obtained in connection with the
study would remain confidential. After verbal consent was
obtained, an interview was scheduled with each woman. A
graphical presentation was used to explain the Likert scale
(the shortest line means “never” and the longest means
“always”) after demographic data were collected. Data
from participants who did not understand the explanation
were excluded from the study. Each subject was interviewed
face-to-face, with the investigator reading the questions
and recording the answers.
RESULTS
The demographic characteristics of the 105 subjects are
listed in Table 1. Mean age was 26.5 ±  3.9 years; mean
number of years of education was 7.6 ±  3.5; mean age of
husbands was 40.7 ± 5.4 years; mean number of years of
education of the husband was 10.0 ± 2.76; and mean length
of stay in Taiwan was 3.5 ± 1.7 years. Most of the subjects
(56.2%) had socioeconomic status Level II, had one child
(52.4%), were Vietnamese (83.8%), and were practitioners
of Buddhism and Taoism (76.2%). Twelve subjects (11.4%)
had been diagnosed with diseases: three with hepatitis B,
two with anemia, one each with hypotension, headaches,
nasal allergies, gastric disease, chronic appendicitis, uterine
myoma, and urethritis.
Scores from the Perceived Health Scale and HPLP are
shown in Table 2. The mean score for perceived health was
6.6 and that for overall HPLP was 60.4. Using a standardized
score to compare the six dimensions of the HPLP, self-
actualization obtained the highest standardized score,
followed by nutrition; health responsibility had the lowest
standardized score.
In Table 3, Spearman’s rank correlation analysis found
Table 1. Demographic data of subjects (N = 105)
Item n (%)
Age, yr
  ≤ 20 1 (1.0)
  21–30 92 (87.6)
  31–40 11 (10.5)
  41–50 1 (1.0)
Years of education
  < 1 4 (3.8)
  1–6 42 (40.0)
  7–12 57 (54.3)
  ≥ 13 2 (2.0)
Age of husband, yr
  21–30 8 (7.6)
  31–40 49 (46.7)
  41–50 45 (42.9)
  51–60 3 (2.9)
Years of education of husband
  < 1 1 (1.0)
  1–6 19 (18.1)
  7–12 76 (72.4)
  ≥ 13 8 (7.6)
  No data 1 (1.0)
Socioeconomic status
I 12 (11.4)
  II 59 (56.2)
  III 25 (23.8)
  IV / V 2 (1.9)
  No data 7 (6.7)
Length of stay in Taiwan, yr
  1–3 64 (61.0)
  4–6 35 (33.3)
  7–10 6 (5.7)
Number of children
0 16 (15.2)
1 55 (52.4)
2 32 (30.5)
3 2 (1.9)
Nationality
Vietnamese 88 (83.8)
  Indonesian 12 (11.4)
  Thai/Cambodian/Burmese 5 (4.8)
Religion
  Buddhism/Taoism 80 (76.2)
  Christianity 7 (6.7)
  None 18 (17.1)
Chinese language ability*
  Can read 37 (35.2)
  Can write 21 (20.0)
*Multiple responses.
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Table 2. Scores of the Health Promoting Lifestyle Profile (HPLP) and Perceived Health (N = 105)
Mean ±  SD Actual range Possible range Standardized score*
HPLP 60.4 ±  11.8 24 – 85 0 – 120 50.3
Self-actualization 17.0 ±  4.0 6 – 23 0 – 24 70.8
Health responsibility 4.0 ±  3.1 0 – 18 0 – 24 16.7
Interpersonal support 11.4 ±  4.1 2 – 18 0 – 18 63.3
Exercise 6.4 ±  2.8 1 – 13 0 – 18 35.6
Stress management 11.4 ±  3.8 3 – 21 0 – 21 54.3
Nutrition 10.2 ±  3.0 3 – 15 0 – 15 68.0
Perceived Health 6.6 ±  1.4 3 – 9 3 – 9 73.3
*Standardized score = (Mean score/Possible total score) × 100%.
Table 3. Correlation between study variables and the Health Promoting Lifestyle Profile (HPLP)
Overall Self- Health Interpersonal Stress
HPLP   actualization responsibility support management
Age 0.13 0.05 0.07 –0.01 –0.27* 0.03 0.05
Education 0.11 0.07 0.15 0.01 0.13 0.03 –0.02
Socioeconomic status 0.01 0.06 0.03 –0.06 –0.05 –0.04 0.10
Length of stay in Taiwan 0.18 –0.06 0.29* 0.10 0.24† 0.11 –0.09
Number of children 0.13 –0.00 0.23† 0.05 0.25† 0.01 –0.11
Diagnostic disease 0.73 –0.08 –0.03 0.07 0.14 0.18 –0.00
Perceived health –0.14 0.08 –0.20† –0.10 –0.17 –0.02 0.02
Chinese reading ability 0.26* 0.11 0.28* 0.08 0.23† 0.17 –0.01
Chinese writing ability 0.21† 0.08 0.31* 0.02 0.03 0.21† 0.16
*p < 0.01; †p < 0.05.
Table 4. Stepwise regression analysis of the Health-Promoting Lifestyle Profile (HPLP)
B Standard B Multiple R Increase R2 F
Chinese reading ability 6.42 0.26 0.07 0.26 7.52*
Constant 58.09
*p < 0.01.
that overall HPLP had significant correlations with Chinese
reading and writing abilities, indicating that subjects who
could read and write Chinese had a more positive HPL.
For the dimensions of the HPLP, health responsibility
significantly correlated with length of stay in Taiwan, num-
ber of children, perceived health, and Chinese literacy.
Subjects who have been in Taiwan longer, who have more
children, a lower level of perceived health, and who are
literate in Chinese had a higher level of health responsibility.
Stress management had a significant correlation with age,
length of stay in Taiwan, number of children, and Chinese
reading ability. Younger subjects who have spent more
time in Taiwan, had more children, and who can read
Chinese were better at stress management. Physical exercise
had significant correlations with Chinese writing ability:
subjects who could write Chinese had higher levels of ex-
ercise. Stepwise regression analysis showed that Chinese
reading ability was the best predictor of HPL, accounting
for 26.2% of the total variance (Table 4).
DISCUSSION
The mean HPLP score was 60.4. Out of 40 health-promoting
behaviors, the scores of 11 items were less than 1, indica-
ting that some subjects never performed those particular
Exercise Nutrition
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behaviors. Using the same measuring scale to compare the
mean score of the overall HPLP, it was found that Southeast
Asian women in Taiwan had lower scores than public
health nurses (mean score, 88.0) [28], physicians (84.0) [29],
nurses (84.2), and nursing students (83.1) [3]. In addition,
the mean score of the overall HPLP of our subjects was
lower than that of high-risk groups such as women with a
high risk of breast cancer (mean score, 64.0) [30] and patients
with peptic ulcers (70.9) [31]. However, the mean score of
the overall HPLP of our subjects was almost the same as that
of Taiwanese aboriginal students (60.6) [1]. As the major
health problems in Southeast Asian countries are infectious
diseases [32], the promotion of a healthy lifestyle is not
considered a priority. Encouraging health-promoting
behaviors in Southeast Asian women who live in Taiwan
should be a priority for health care professionals.
Among the six dimensions of the HPLP, self-actualization
had the highest standardized score. While this result is
consistent with some previous studies [9,31,33,34], it dif-
fers from those of Shiao et al [1] and Chen and Chang [3].
This study showed that Southeast Asian women have
the ability and potential to maximize their level of health,
i.e., although the customs, food, climate, and geography in
the home country of these women are probably different
from those in Taiwan, the women probably have the ability
and potential to adapt to the new conditions in Taiwan. We
found that health responsibility was the dimension that had
the lowest standardized score. While this is different from
some studies [3,28], it is consistent with a study by Chen et
al [30], who found that only 44.6% of women with a high
risk for breast cancer practiced breast self-examination, and
a study by Kerr and Ritchey [35], who found that migrant
farm workers tended to ignore their health situation due to
their poor economic circumstances and the coexistence of
many health risk factors [17].
Taiwanese men who marry Southeast Asian women are
predominantly farmers and laborers [36]. Their poor
economic situation and the coexistence of multiple health
risk factors [17] make such men vulnerable, requiring more
attention. Foreign women who come to Taiwan to marry
usually receive a 4-month residence permit which can be
used to apply for National Health Insurance. Nevertheless,
when they do require medical attention, they seldom use
the formal health care system due to economic and language
barriers [22]. In addition, the general policy of most Southeast
Asian countries is to focus on the control of contagious
diseases rather than on the prevention of chronic diseases
[32]. This may be a reason why these women would tend to
ignore a health-promoting lifestyle when symptoms related
to chronic disease are absent. Another possibility is that
these women might have their own beliefs and values about
health. Moreover, the young age of our research subjects
may have led them to believe that they are in good health,
and this could be a possible reason why they were not very
conscious of their health.
A previous study found that the ability to understand,
speak, read, and write Chinese positively influenced women
within international marriages, their families, and society
[37]. Hattar-Pollara and Meleis pointed out that a language
barrier could hinder immigrant women from obtaining,
applying, and judging health-related information [18]. Our
study found that Chinese-literate subjects had a more
positive HPL. Reading and writing Chinese are more diffi-
cult than listening and speaking. The sources from which
someone with Chinese-reading ability can obtain health
care information are significantly greater than the sources
of information available to someone who is only able to
speak and understand Chinese. Therefore, Southeast Asian
women who have Chinese reading and writing abilities
were more able to obtain health knowledge and make
health decisions for a better HPL. Furthermore, in our
study, Chinese reading ability was the most significant
predictor of HPL, indicating that Southeast Asian women
in Taiwan who could read Chinese had a more positive
HPL.
The results of this study revealed that the highest score
was for self-actualization, and the lowest score was for
health responsibility. Chinese reading ability could explain
26.2% of the total variance of HPL of Southeast Asian
women. As the number of marriages between people from
Southeast Asia and Taiwan increase, the health of immigrant
women and their offspring must become an important issue
in Taiwan. The national government needs to reform existing
health policies and set up future policies to care for this
population [38].
Some limitations of this study were that data collection
was restricted to Tainan, and no scale measuring subjects’
comprehension of the Chinese language was developed. A
scale to measure the level of comprehension of the Chinese
language for Southeast Asian women should be developed.
Furthermore, this study should be repeated with a greater
number of subjects.
Based on the needs of Southeast Asian women, health
care professionals can provide more appropriate channels
through which these women can access health care. The
government should provide intensive Chinese language
courses for these women. At the same time, culturally
appropriate materials such as health education pamphlets,
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brochures, and films, should be developed to increase the
health-promoting knowledge of Southeast Asian women,
helping them to have a more positive HPL.
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